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Abstract 
There has been considerable public debate about whether the economic impact of the current COVID19 
restrictions are worth the costs. Although the potential impact of COVID19 has been modelled extensively, 
very few numbers have been presented in the discussions about potential economic impacts. For a good 
answer to the question “will the restrictions cause as much harm as COVID19?” credible evidence-based 
estimates are required, rather than simply rhetoric1. Here we provide some preliminary estimates to compare 
the impact of the current restrictions against the direct impact of the virus. Since most countries are currently 
taking an approach that reduces the number of COVID19 deaths, the estimates we provide for deaths from 
COVID19 are deliberately taken from the low end of the estimates of the infection fatality rate2, while 
estimates for deaths from an economic recession are deliberately computed from double the high end of 
confidence interval for severe economic recessions. This ensures that an adequate challenge to the status quo 
of the current restrictions is provided. Our analysis shows that strict restrictions to eradicate the virus are likely 
to lead to at least eight times fewer total deaths than an immediate return to work scenario. 
Negative Impacts of the COVID19 restrictions 
Perhaps the most obvious component of the argument to lift restrictions is that a recession causes 
unemployment. Unemployment reduces mental health, resulting in increased suicide rates. This link has been 
studied at length in the academic literature3.  
Studies of the link between unemployment and suicide in 26 European countries over 40 years showed that 
increases in unemployment of more than 3% were associated with a 4.45% increase in suicides in those under 
654. Australian data also suggests that suicide rates are higher in those who are unemployed5. It is worth 
noting that despite our intuition and some evidence for the link between unemployment and suicide, the link 
is not confirmed across the scientific literature. At least one large scale analysis suggests the association 
between increased unemployment rates and suicide is not statistically significant in most models and samples, 
so the evidence for an increase in suicides from an increased unemployment rate is not conclusive6. 
As well as the effects on the economy, COVID19 restrictions cause general disruption to people’s lives. One of 
the most significant risks is from the increase in loneliness7. Meta-analyses show that prolonged severe 
loneliness can increase all-cause mortality by 15-29%8,9. It should be noted that this statistic comes from 
research examining severe and chronic loneliness, often associated with other factors such as depression, 
which also increases mortality rates. Very little research has looked at the effect of temporary increases in 
loneliness due to a situation like the current pandemic restrictions. Preliminary research from Poland suggests 
that in the first week of the COVID19 restrictions, only 6% reported spending the week alone (despite 80-90% 
compliance) and those who reported compliance with the restriction measures only reported a slight increase 
in loneliness compared to those who did not10. A recent review on the effects of quarantine suggests an 
increase in the number of people showing psychological distress by approximately 20% across multiple studies 
and measures, so we have used this higher value (even though quarantine due to contact with someone who 
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is infected is likely to be more distressing than the population wide restrictions)11. We conservatively assumed 
severe restrictions continue for six months and used the estimate that 20% of Australians will experience 
loneliness during the restriction period. When multiplied by a 22% increase in the typical mortality rate per 
year (0.73%) for that 20% of the population (over six months) our calculations suggest up to 4,015 more deaths 
(with all these values probably reflecting very high estimates given the caveats listed above).   
In addition to the increased mortality rate due to unemployment related suicides and loneliness, the current 
restrictions are likely to increase mortality from other factors that we do not currently have data on. Examples 
include increased domestic violence and under diagnosis of medical conditions as people delay visiting 
doctors. These effects might be matched in size by increased mortality through impacts on mental health, and 
result in people avoiding visiting their GPs for fear of infection. If hospitals are overwhelmed by COVID19 
cases, deaths from injuries and illnesses other than COVID19 would also increase. 
Lastly, it would also be reasonable to assume that a recession and high unemployment would increase the 
number of deaths from causes other than suicide. However, a number of large-scale studies suggest that “all-
cause mortality” either did not change or even decreased during recessions with high unemployment4,12. 
These analyses have indicated a drop in the overall mortality rate of 0.5% for every 1% increase in 
unemployment, and an increase in life expectancy even in European countries that were severely affected13. 
Studies found this to be the case even in Greece (which was amongst the worst affected)14. As such, for the 
purposes of our estimates, we assumed no change in the death rate due to causes other than suicide or 
loneliness. 
Scale of recession 
Current projections for the scale of this recession are grim. The pessimistic range of the estimates from the 
Grattan Institute has estimated the recession could result in as much as 15% unemployment15. The Grattan 
Institute’s report notes that it took 7.6 years for employment to return to pre-recession levels after a recession 
in the 1990’s, but suggests the recession resulting from COVID19 might not last as long. However, to provide a 
challenge to the status quo of restrictions, we have assumed it will take 10 years for unemployment levels to 
return to pre-COVID19 levels. To calculate the effect of this on the number of suicides, we calculated an 
estimate based on an increase by 16.48% in suicides (double the upper range of the 95% confidence interval 
for the 5% of the most severe recessions in Europe over a 40-year period4). As unemployment returns to the 
usual 5% over a 10-year period, we assume the suicide rate will decline proportionally across that time period. 
This pessimistic scenario would result in around 2,761 additional deaths from suicide over the ten-year period. 
As far as we are aware, there are no reasonable projections for how much an economic recession will be 
mitigated by an immediate end to restrictions. However, the World Health Organisation and World Bank 
suggest approximately 60% of the economic costs from pandemics will be the result of both government and 
individual reactions to reduce the spread of the virus16,17. If restrictions are lifted immediately, there will still 
be some individual reactions and government measures that will continue, which would not be otherwise be 
present in our typical economy. As such, for the sake of comparison, we have assumed that lifting restrictions 
immediately would mean the recession will result in half as many jobs lost (an increase from the current 5% 
unemployment rate to 10%, rather than the 15% we have assumed if restrictions continue). We have also 
assumed the recession will last only five years (rather than the ten years assumed if restrictions continue), and 
that this will result in only half the suicide rate.  
Using these estimates, an increase to 10% unemployment decreasing over five years would result in 753 
suicides (2,008 less than we have estimated from continued restrictions that leads to 15% unemployment). 
These estimates are based on the hypothesis that we are choosing between the effects of restrictions to 
reduce the spread of the virus on the economy, and the lesser effects of the lifting of restrictions. As over 250 
economists suggest, this is likely to be a false choice18. It is highly likely that the economy would be affected by 
the considerable number of deaths from COVID19 that would likely result from a release of restrictions. 
Evidence from the 1918 Spanish flu even suggests that cities that administered more severe restrictions during 
the pandemic had economies that bounced back faster after the pandemic than cities that did not administer 
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severe restrictions19. This suggests that continued restrictions might benefit us both in terms of reducing the 
spread of COVID19 and reducing its impact on the economy. However, we will include the assumption that 
lifting restrictions would lead to faster economic recovery in our comparison, for the sake of providing an 
answer to the argument that places COVID19 restrictions in competition against the economy. 
COVID19 Modelling 
For a comparison between a recession from continued restrictions and the release of restrictions to protect 
the economy, we also provide estimates of the number of deaths due to COVID19. In doing this we have 
assumed that symptomatic individuals will be quarantined until they are no longer contagious, regardless of 
the approach taken. Modelling suggests removing all measures would result in 89% of Australians contract the 
virus20. This is not a reasonable scenario for comparison - even those advocating for an immediate return to 
work are seldom advocating for zero quarantine.  
To estimate the death toll from different COVID19 approaches, the rate at which patients require critical care 
was projected to the Australian population by applying age-stratified findings from a recent study published in 
the Lancet2. This study indicated that there are much higher coronavirus infection rates in the population than 
is being revealed by current testing. As such, the rate of fatalities per infection is likely to be lower than the 
rate used in the Australian government modelling20 and the UK modelling21. We used the lower rate of 
fatalities per infection to be prudent (given the substantial range in estimates of the fatality rate per infection 
throughout the current literature). Using the lower estimate also provides the strongest challenge to the 
status quo of the current restrictions. We provide estimates for three different scenarios. Immediate return to 
work (which has been proposed by some to reduce the damage to the economy), Herd Immunity (reduced 
restrictions to allow increased economic function but still allow coronavirus spread to slowly spread until 
enough people are infected that the virus is limited by herd immunity), and Eradication (restrictions are 
maintained until the virus is completely contained, then extensive track and trace to completely eliminate the 
virus). 
Immediate Return to Work: Restriction measures are lifted, and people return 
to their typical work and leisure activities. Under this scenario, the Australian 
government has projected that 67.5% of people would contract the virus 
before herd immunity was achieved. Based on infection severity rates by age 
group22, this would result in 317,000 people requiring ICU care. The average 
amount of time needed in ICU is ten days. The Government aims to increase 
the number of ICU beds to 7,000. If the infection were to spread over a 12-
week period (this is even more conservative than the current modelling), more 
than 250,000 people who would require ICU care would not be able to receive 
it. Combining this figure with the number of deaths in those who do receive 
ICU care results in over 287,000 deaths. We assume that this approach will 
result in a recession lasting 5 years with 10% initial unemployment (and the 
associated 753 additional deaths from suicide). 
Herd Immunity: The current restriction measures of quarantine, isolation and 
social distancing remain in place (but are perhaps reduced) in order to “slow the 
spread” and eventually achieve herd immunity. Proponents of this scenario 
intend that the approach does not overwhelm the health system (so we assume 
that in this scenario everyone who needs ICU care receives it). To achieve herd 
immunity, approximately 60% of people need to contract the virus at some 
point (but perhaps higher based on other illnesses)20,23,24. Applying the 
estimates of the infection fatality rate by age group from the Lancet2 study to 
the Australian population, there will be 282,000 Australians requiring ICU care 
and 141,000 deaths. To provide an adequate challenge to the status quo of 
continued restrictions, we have assumed that this approach still results in a 
deep recession of 10 years with 15% initial unemployment (and the associated 
4,015 deaths from loneliness and 2,761 deaths from suicide). 
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Eradication: The final scenario has been presented by the Grattan institute25, 
who have stated that the end game must be total elimination of the virus. 
Current restriction measures would stay in place until all individuals who have 
been infected are no longer contagious. This is followed by strong border 
controls and diligent outbreak tracking to prevent further cases. Under this 
scenario (using the low infection fatality rates cited in the scenarios above), 
11.6% of people would contract the virus and 27,000 would die26. As with the 
herd immunity strategy, we have assumed a deep recession over 10 years with 
15% initial unemployment (and the associated 4,015 deaths from loneliness 
and 2,761 deaths from suicide). Worthy of note, early government modelling 
projected 11.6% infected as the best case, but progress to date in Australia 
seems well ahead of that. It is very possible that with continual prudent 
restrictions, the amount of deaths due to COVID19 will be well below 27,000.  
As noted above, the estimated infection fatality rate used in our calculations was conservative. If the infection 
fatality rate were based on the Australian and UK estimates, the estimates for COVID19 deaths would be 50% 
higher, resulting in 432,000 COVID19 related deaths for immediate return to work, 205,000 deaths for Herd 
immunity and 40,000 deaths for eradication.  
Further considerations 
The figures we have used for comparison are focused on mortality. Other important factors such as quality of 
life will vary between scenarios. These measures are more difficult to quantify and there is less available data, 
especially for the longer-term effects of COVID19. We have focused on deaths because they are generally 
recorded accurately and represent a critical consideration for health interventions like the current government 
restrictions.  
Our estimates for the number of deaths from the Immediate Return to Work and from Herd Immunity 
scenarios also assume that individuals who have been infected are immune to reinfection. The WHO has 
stated that there is currently no evidence for this point27, in which case the number of deaths from these two 
strategies could be considerably higher.  
It is also worth noting that our estimates are extrapolated from data in developed countries. There is evidence 
that developing countries are more severely impacted by both pandemics28 and recessions29, so the 
conclusions from our estimates may not apply to all countries. There is also evidence that both pandemics and 
recessions disproportionally affect the vulnerable members of our society30,31,32,33. In particular, young people 
are more likely to be affected by a recession34. Young people are also currently adhering to restrictions despite 
being at lower risk from COVID19. Government policies could be oriented towards ensuring younger persons 
are compensated for their involvement, given the asymmetry in risk to reward ratio compared to older 
individuals. 
Lastly, the values provided in this article are forecasts based on previous data, and as such, while they are in 
line with the evidence, they may not eventuate as projected. Our estimates were biased towards a more 
favourable economy from immediate return to work, biased towards a higher number of potential deaths 
from a recession, and biased towards a lower number of deaths from COVID19. This approach was used to 
show the most favourable case for immediately returning to work, which provides the strongest challenge to 
the status quo of the restrictions.  
Conclusions 
In each of the modelled scenarios, there are three causes of death calculated: deaths from increased mortality 
caused by loneliness, deaths from an increased suicide rate associated with unemployment and deaths from 
COVID19 itself. It is worth noting that regardless of the strategy, deaths from COVID19 account for the largest 
proportion of deaths, far outweighing the number of deaths resulting from economic consequences.  
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As shown in the graph, each scenario resulted in a substantially different prediction of total number of deaths. 
Pursuing eradication may result in a harsh recession with many lives lost due to increased mortality associated 
with loneliness during the restriction period and due to unemployment over the next ten years. However, 
eradication also resulted in by far the lowest total number of deaths to COVID19 - 34,000. 
Herd Immunity requires similar restrictions to eradication, as the spread of COVID19 must be slowed to a point 
where the health system can treat all those who need treatment. Even with ICU care available for all critical 
cases, 60% of the population would contract the virus and over 140,000 are estimated to die. Combined with 
the higher suicide rate the predicted total number of deaths is 
148,000. 
Despite assuming that immediately lifting restrictions would 
prevent all further deaths from loneliness and 72% of deaths 
from the increased suicide rate associated with high 
unemployment, the Return to Work immediately scenario is 
predicted to result in by far the highest overall number of deaths 
at 288,000. This is twice the number of deaths predicted for Herd 
Immunity and eight times as many as Eradication. It is worth 
noting that Sweden (which is applying looser restrictions than 
most countries and discussing herd immunity as the outcome), 
has already reported more deaths from COVID19 than the 
number of deaths we have estimated due to unemployment 
related suicide and loneliness (on a per capita basis). Perhaps this 
is why over 252 economists recently signed a letter 
recommending against loosening restrictions to benefit the 
economy18.  
While people are understandably concerned about their jobs, 
businesses, or investments, it seems highly likely that the cure 
(restrictions that prevent the virus from spreading) is not worse 
than the COVID19 disease. Continued restrictions to prevent the 
spread of coronavirus will lead to a far lower death toll, despite 
the potential negative effects from a retracted economy. 
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Appendix A - COVID 19 Modelling outputs 
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